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M. Ashraf Mansour, MD, Grand Rapids, MichIt is indeed an honor and a great privilege to serve as
your President for the past year. I thank you for placing
your trust in me; I am grateful and humbled.
No one succeeds without the help of others. I consider
myself very fortunate to have had good mentors and role
models in my formative years (Fig 1). I have strived to
emulate them. Since my fellowship, I have worked in
mainly two organizations, Loyola in Chicago and Spectrum
Health in Grand Rapids. I have been blessed with decent,
hardworking, conscientious surgeons who are my current
and former partners, and I could not have gotten here
without their help and support. I thank them. I am also
indebted to the fellows and residents I had the privilege
of training, in Grand Rapids and in Chicago. They are
the future of vascular surgery, and they were a source of
challenge, inspiration, and pride.
I also thank the executive council of this society, partic-
ularly Pat Geraghty, your secretary, Terri Comegys, and all
of the staff at Boston-Based who made my life easier.
Everyone knows that it is the secretary of the organization
that does all the heavy lifting. Of course I would not be
here without the guidance and support of my family, my
parents, and grandparents, who sent me to the best schools
available, facilitated my education, and set high standards.
As you heard, I was born in Cairo, Egypt. My father was
a general surgeon and my mother taught English to ﬁfth-
graders in a private school. I grew up in my grandparents’
house. I went to a French Jesuit school, College de la Sainte
Famille, in Cairo, where all the subjects were taught inthe Department of Surgery West, Michigan State University College
Human Medicine, and Spectrum Health Medical Group.
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Iwent toKasr ElAinyMedical School (nowCairoUniversity
Faculty of Medicine). Growing up, I always dreamed of
studying and training in America. My parents could not
afford to send me to school in the United States, however,
they supported my desire to train in the United States. After
my residency at the University of Colorado, I served in the
U.S. Army as a general surgeon. I became a U.S. citizen as
soon as I was eligible, and it has been one of the proudest
moments of my life. Because the rest of my family remained
in Egypt, I went back for visits, almost on a yearly basis. In
fact, I was just there 3 weeks ago, at the time of the recent
turmoil. It saddens me to see political upheaval in the world,
but we must maintain our connections regardless of politics.
In preparation for this address, I read many previous
speeches and drew from memorable talks I had heard
attending meetings for the past 20 plus years. The speakers
invariably would choose a topic they were passionate about
or discuss some challenge facing vascular surgery. The topic
of my discussion is not new. In fact, many surgeons over
time have tackled this idea in one form or another.
In your program book, article II of the bylaws states
the objectives of this society: to advance the science and
art in the diagnosis and management of vascular disease,
and the maintenance of high standards in the performance
of vascular and endovascular interventions.
These bylaws were written and approved by the found-
ing members of this society, some of whom are here today
and I know personally like Drs William Baker, John Ber-
gan, Victor Bernhard, William Evans, James Stanley, David
Sumner, William Turnipseed, and James Yao. We owe our
existence to their incredible foresight 36 years ago.1
The oft-quoted Winston Churchill said: “The farther
backward you can look, the farther forward you can see.”
Since I was born in Egypt, it’s ﬁtting that I should like
history. I ﬁnd it very interesting to compare our present day
state to the events occurring at the beginning of the 20th
century. In fact, this year, the American College of Sur-
geons celebrates a milestone, its 100th anniversary. A cen-
tury ago, a surgeon from the Massachusetts General
Hospital by the name of Ernest Amory Codman (1869-
1940), who would have been in his early forties, was advo-
cating for hospitals and surgeons to review and publish
their outcomes.2 He called on surgical staff of hospitals
Fig 1. The late Dr Robert B. Rutherford and his wife Kay by the Pyramids of Giza (circa 1996). Dr Rutherford was
Professor of Surgery at the University of Colorado and one of my mentors.
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sults because he said:
d Seldom do we ﬁnd someone with outstanding results
compared with colleagues
d The effort to analyze is difﬁcult and time-consuming,
and could be troublesome
d Neither the hospital trustees nor the public are willing
to pay for this kind of work
In his book entitled “A Study of Hospital Efﬁciency,” he
describes in detail how to collect and record data on each pa-
tient in a card ﬁle system (Fig 2).2 Of course, this innovative
idea was met with extreme resistance by the hospital and
community surgeons to the point where he ostensibly lost
his privileges at the Massachusetts General Hospital. He
founded another hospital, which he called “The End Results
Hospital” and insisted on making outcomes available to the
public. Codman is also known for starting themorbidity and
mortality conference. He was one of the founders of the
American College of Surgeons and started an organization
that later became the Joint Commission. The meticulous
gathering of data and rigorous analysis has been embraced
by our vascular societies and leaders, like Drs Baker, Hert-
zer, Rutherford, Szilagyi, Stanley, and Yao.
The American College of Surgeons was founded by a
group of reform-minded surgeons.3 One of the early leaders
and organizers was FranklinMartin of Chicagowhowas also
the editor of Surgery Gynecology & Obstetrics (the predeces-
sor of the Journal of the American College of Surgeons). You
will recognize many of the names of the founders, giants in
surgery, and parenthetically Midwesterners, like William
and Charles Mayo, John B. Murphy, George Crile, AltonOchsner, and others. The founders of the College were con-
cerned about the performance of surgeons and hospitals.
Hospitals were interested in generating revenue and unin-
terested in quality or safety.
Dr Mont Reid, professor and chair of surgery at the
University of Cincinnati, stated that improvement in surgi-
cal education was essential in improving patient care, how-
ever, he noted: “It is no secret that many of our hospitals
countenance unethical and unsatisfactory surgical work
because they are faced with the necessity of ﬁlling beds in
order to bring in revenue. Some will frankly admit that
they can see no reasons for denying themselves this revenue
when the barred doctors will take this revenue to other
hospitals.”3 Furthermore, there was evidence from surveys
that the length of stay and the in-patient mortality was un-
acceptably high. As for surgeons, the problems included
inadequate training, fee-splitting, and itinerant surgery.
The College started efforts at standardizing care, and as
a result the length of stay decreased from an average of
14.6 days to 11.9 days. The death rates decreased from
40 to 60 per thousand to about half, 20 to 30 per thou-
sand. The early efforts of the College led to the establish-
ment of the Joint Commission for Health Care
Organizations that was charged with inspecting hospitals
and making sure they adhered to accepted standards.
There were 2 discoveries or breakthroughs that aided
the growth of surgery in the 19th century. First, William
Morton, a dentist, discovered anesthesia and demonstrated
its effectiveness to Henry Jacob Bigelow, a Boston sur-
geon.4 Soon after, anesthesia was widely adopted, allowing
major surgeries without pain for the patient. Second, in
Europe, Ignaz Semmelweis found that simple hand-
washing could cut the rate of puerperal infection
Fig 2. Dr Codman’s book. Reproduced with permission.2
Table. Surgical milestones in the 20th century
1910: The Flexner Report is published
1913: The American College of Surgeons is founded
1937: The American Board of Surgery is founded
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1847, but his proposal was widely ignored and he was
ostracized. Don’t you ﬁnd it ironic that hand-washing is
still an issue after 166 years? Then in the 1860s, Joseph
Lister an Edinburgh surgeon, read Louis Pasteur’s article
about microorganisms causing fermentation, and began
his work on antisepsis and sterilization. Many resisted this
in the beginning, but it became readily apparent that anti-
septic techniques saved lives. As a result of these innova-
tions, the number of surgeries and surgeons increased.
Surgical training was virtually nonexistent in the begin-
ning of the 19th century. William Stuart Halstead at Johns
Hopkins adopted a system used in Vienna and proposed a
3-year surgical residency. In that era, surgical training was
not required and was unregulated. The College, with pa-
tient safety in mind, started a system to recognize surgeons
with proper training, and allow admittance to the College
as fellows. In the beginning, surgeons were classiﬁed into
four main groups3:
d Founders of the college
d Surgeons nominated by surgical societies
d Prominent surgeons with at least 10 years of experience
d Surgeons with none of the above requiring an
examinationA few years later, in 1937, the American Board of Sur-
gery was founded. There had been earlier Boards founded,
including Ophthalmology in 1916, Otolaryngology in
1924, and by 1941 there were 15 certifying Boards. Evarts
A. Graham, Chairman of Surgery at Washington University
in St Louis was one of the American Board of Surgery
founders (Table). The goals of the Board were to certify
training and administer an examination at the end of
training to confer Board certiﬁcation. Vascular surgery,
the repair and reconstruction of blood vessels was virtually
nonexistent until the 1940s. Although Alexis Carrel and
Charles C. Guthrie (whose portrait is on the Society
logo)1 had shown the feasibility of sewing blood vessels
together and successfully reimplanted dog limbs,6 vascular
surgery as a specialty did not take off until the 1950s and
1960s. Dr Jack Wylie was one of the early advocates of spe-
cialty training in vascular surgery to promote excellence.7
Now, we have 106 approved vascular fellowships, 46 inte-
grated programs and vascular surgery is one of the most
sought-after training programs.8,9
As of May 2013, there were 3344 individuals holding a
Board Certiﬁcate in Vascular Surgery.8
What is our current state in the 21st century? The
guidelines have been established for training and certifying
surgeons, hospitals, and vascular laboratories. And yet, sig-
niﬁcant deﬁciencies still exist and excellence is elusive:
d Institute of Medicine report10
d Wrong site surgery11
d Regional variations in care12
d Rising costs of medical care13
d Perverse payment system
d Patients who are unhappy and confused about health
care14
The Institute of Medicine report estimated that more
than 98,000 patients per year died in the United States
as a result of medical errors. The Joint Commission esti-
mated that there is an average of 40 wrong site surgeries
per week in the United States. Both of these problems
can be tackled by adopting safety standards and checklists.
Despite overwhelming evidence that using checklists can
reduce errors and improve outcomes, many surgeons still
resist the process erroneously believing that it wastes their
time. The satisfactory outcome of a surgery does not only
depend on the skill and experience of the surgeon, but
more than ever, it depends on the entire “team,” from
orderly to the head of the department.
The cost of health care in the United States continues
to increase. In 1965, health care was 5.9% of gross domes-
tic product, and by 1982 it was 10.5%. Despite govern-
mental efforts, we continue to experience signiﬁcantly
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Western countries, without an appreciable beneﬁt to our
population. The problem of increasing costs is a compli-
cated one, nevertheless, physicians contribute signiﬁcantly
because they order tests and perform procedures. Since
the adoption of the resource-based relative value scale sys-
tem in 1989, physician compensation has been linked to
services provided: the more you do the more you get
paid. Only recently did health care reform initiatives pro-
pose to take punitive action against physicians and hospitals
for complications and readmissions. Insurers are now
demanding that physicians and medical groups take care
of the whole patient and address preventative care.
Carotid endarterectomy is still one of the most com-
mon procedures performed by a vascular surgeon. Over
the years, the procedure has come under assault from
various directions, but, if done correctly, it still survives
and remains the best method to prevent stroke from ca-
rotid bifurcation plaque. I will not review the details that
every vascular surgeon already knows, the level 1 evidence,
from multiple randomized studies, that carotid surgery is
superior to medical treatment. However, the outcomes of
this procedure can vary widely because of multiple factors.
In 1977, two neurologists in Springﬁeld, Illinois, Donald
Easton and David Sherman, reviewed the outcomes of ca-
rotid surgery in two community hospitals.15 They found a
combined stroke and mortality rate of 21.1% (14.5% and
6.6%). In 1994, 17 years later, Mark Mattos and colleagues
presented an update from Springﬁeld showing a dramatic
improvement in the outcomes, 5.3% for stroke and 1.6%
for mortality.16 The authors concluded that the results
were still not optimal, and there was no room for further
improvement until surgeons with a high stroke rate quit
performing carotid endarterectomies. This is my main mes-
sage to you: we have to demand excellence.
The topic of carotid surgery has been the focus of many
a presidential address. Dr Norman Hertzer in his address to
this society in 1987 stated, “Few major operations are
conceptually so simple, yet technically so unforgiving, as
carotid endarterectomy.”17 A few years later, he read his
address to the Society for Vascular Surgery in 1994 enti-
tled, “Outcome assessment in vascular surgery: results
mean everything.”18 Dr Hertzer discussed the role of hos-
pitals in reviewing their outcomes and credentialing sur-
geons, and the need for surgeon-speciﬁc outcome data.
It was noted that higher-volume surgeons and hospitals
typically have better outcomes. This was conﬁrmed by
many researchers.19 Without accurate and risk-adjusted
data, there are too many loose ends and it is difﬁcult to
draw any meaningful conclusions.
Blue Cross Blue Shield of Michigan, the largest medical
insurer in the state, has been concerned about patient out-
comes and cost of care. To entice hospitals and physicians
to participate, the insurer offered a rebate of sorts and pay-
ment for data collection. The ﬁrst project focused on cor-
onary interventions, and subsequently, the Michigan
Surgical Quality Consortium was formed, followed by the
Endovascular Intervention Consortium. The experimentin Michigan has proven to be interesting. For example,
the colectomy project helped Michigan surgeons stan-
dardize antibiotics, colon preparation, and other details
previously unknown, thereby reducing infections and
improving outcomes.20
Back to E.A. Codman who, 100 years ago suggested
the end result system, and the need for complete transpar-
ency for hospitals and surgeons. He also advocated that re-
sults be available to the public. As one of the hospitals that
participates in the Michigan collaboratives, we get our risk-
adjusted outcomes quarterly. In 2010, our hospital had
exemplary results in morbidity and mortality, in the better
than expected category. A year later, we were alarmed that
the data showed we slipped to the ninth decile, with worse
than expected mortality in all three major specialties: gen-
eral, colorectal, and vascular surgery. Dr Seth Wolk, our
Department Chief, asked the three division heads to review
each and every mortality in their group, and assign a prob-
able cause. We did not ﬁnd that the deaths were due to
egregious mistakes by surgeons, instead, we found that
nearly half the deaths were attributed to futile care, failure
to rescue, or system problems. One of the startling ﬁndings
was that a number of patients underwent complicated but
potentially life-saving procedures only to have withdrawal
of life support at the behest of family or other treating phy-
sicians. Many of the patients were moribund, and the sur-
geons were called to save the patient, as a last ditch effort.
In retrospect, the odds of succeeding were slim and a
rational clinician would have backed away from surgery
and offered palliative care. We presented these data at the
surgery Grand Rounds. We also informed our hospitalists,
intensivists, and referring physicians. Finally, we enlisted
the help of the palliative care service to assist with these
emotionally charged decisions in patients with complicated
characteristics. I am happy to report that our mortality rate
was signiﬁcantly lower in 2012, in the better than expected
category. It is too early to say if this was solely because of
our intervention, but it certainly is encouraging news.
Every year, U.S. News & World Report, and other or-
ganizations like Thompson Reuters, come up with a list of
the best hospitals. Most recently, Consumer Reports has
jumped into the fray. The rankings are frequently based
on ﬂawed data. In fact last week, you might have seen an
example about M.D. Anderson, where critics questioned
its number one ranking. If we had transparency about
our outcomes, we could have a more accurate and repre-
sentative list of excellent hospitals, just as Dr Codman
advocated 100 years ago. Two years ago, as a member of
the Clinical Practice Council of the Society for Vascular
Surgery, I proposed that the Society consider accrediting
Centers of Excellence in Vascular surgery. This is already
being done by the American College of Surgeons for
trauma, cancer, bariatrics, and other programs. The cardi-
ologists also have a designation for centers of excellence.
My proposal was debated by the council and eventually ta-
bled. I still believe that this would be a worthwhile
endeavor. Unfortunately, I think that some hospitals, afraid
of their results, might not want to participate in the
JOURNAL OF VASCULAR SURGERY
520 Mansour August 2014Vascular Quality Initiative (VQI) or other quality pro-
grams, which would be counterproductive. I ﬁrmly agree
with Deming who stated, “You can’t improve what you
can’t measure.”
Therefore, my recommendations to achieve excellence
in vascular surgery:
d Support and accredit high-quality training programs to
train future vascular surgeons
d Embrace research, discovery, and innovation to offer
the best treatment to patients
d Keep meticulous records and participate in outcome
databases, like National Surgical Quality Improvement
Program (NSQIP) and VQI
d Get involved in organized medicine through societies,
hospital, and medical school committees
d Volunteer and travel abroad to broaden our horizons
and learn from others
d Strive to be the best you can be every day and for every
patient
d Seek a stable work-life balance
To close, every time I embark on a project, I ask
myself, what did I learn, and what is it that surprised me
in my research? The themes of my address today are not
new. The calls to embrace excellence in surgery, and trans-
parency in reporting outcomes started more than a century
ago. The ﬁnancial crisis issues of decreasing costs and elim-
inating waste have been ongoing in my entire career. But
let us take this from the patient’s perspective: what would
you like as a patient, even demand, from your hospital
and your vascular surgeon? In one word, you would
demand excellence. You want to be assured that you are
getting the best possible advice, care, and treatment. In
the words of Dr Peter Gloviczki in his 2013 Society for
Vascular Surgery presidential address, “The best vascular
care for every patient every day.” The mechanisms are all
in place to achieve this, the last bit left is reporting out-
comes and transparency. Let us critically appraise our out-
comes, publish them, and educate our patients. If we are as
good as we think we are, we have nothing to fear. If we are
not, then let us seize the opportunity to improve and strive
for excellence.
Dr Atul Gawande, surgeon from the Brigham and
author of “Better,” stated, “No doctor wants to believe
that he or she is a bit player, though. After all, doctors
are given the power to prescribe more than 6600 poten-
tially dangerous drugs. We are permitted to open human
beings up like melons. Soon we will even be allowed to
manipulate their DNA. People depend on us personally
for their lives. And yet, as a doctor each of us is just one
of 819,000 physicians and surgeons in this country tasked
with helping people live lives as long and healthy as
possible.”We should all know and embrace our rich heritage,
embrace change for the better, and lead for the future, al-
ways striving for excellence.
Ladies and gentlemen, it has been a great honor to
serve you and I thank you for your attention.
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